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PROCEDIMENTOS CIRÚRGICOS OFTALMOLÓGICOS

Trabeculectomia

Iridotomias

Trabeculoplastias

Implantes de Tubos e Válvuas de Drenagem

Facectomia (Extracapsular e Facoemulsificação) 
Implante de Lente Intra-ocular

Injeções Intra-vítreas

Retinopexia

Vitrectomia Anterior e Posterior

Cirurgias Palpebrais 

Cirurgia das Vias Lacrimais 

Cirurgias Orbitárias

Cirurgias de Estrabismo

Cirurgias Refrativas 

Transplante de Córnea

Transplante de Conjuntiva

Cirurgia do Pterígio

Capsulotomias
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Erros de refração

Glaucoma

DMRI

Retinopatia diabética

Opacidades corneanas

Tracoma

Oncocercose

World Health Organization. (2013). Universal eye health: a global action plan 2014-2019
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FACECTOMIA COM IMPLANTE DE LENTE INTRA-OCULAR

2022 a janeiro de 2023 março 
Foram realizadas 3.577.096

2023 e janeiro de 2024 março
Foram realizadas 4.242.710 procedimentos (+19%)

EPIDEMIOLOGIA
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CATARATA

Catarata

Normal

Qualquer tipo de perda de transparência do cristalino independente de 
causar ou não prejuízo à visão



CLASSIFICAÇÃO

CATARATA

Arch Ophthalmol. 1993 Jun;111(6):831-6. doi: 10.1001/archopht.1993.01090060119035.The Lens Opacities Classification System III. The Longitudinal Study of 
Cataract Study Group



CATARATA

SINTOMAS

Rev. bras.o;almol. 78 (5) • Sep-Oct 2019 hJps://doi.org/10.5935/0034-7280.20190150



CIRÚRGICO

CATARATA 

Facectomia com Implante de Lente Intraocular

Técnica Extracapsular Técnica Facoemulsificação Implante de Lente Intraocular



Lentes Intraoculares





COMPLICAÇÕES

Opacificação capsular posterior; 50%
 
Edema macular cistóide; 10 a 20%

Descompensação corneana permanente; 1 a 2%

Descolamento de retina; 2 a 4%

Endoftalmite; 0.04 a 0.36%



Inflamação do tecidos e fluidos intra-oculares associado a quadro 
infeccioso com potencial de perda visual e do próprio globo ocular. 

EMERGÊNCIA OFTALMOLÓGICA

ENDOFTALMITE



COMPLICAÇÕES/ ENDOFTALMITE

Incisão córnea clara

LIO silicone

Complicações cirúrgicas 

Blefarite

Baixa imunidade ESCRS Guidelines for Prevention  
and Treatment of Endophthalmitis

Following Cataract Surgery: 

Data, Dilemmas and Conclusions
2013
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85.1% Gram (+)
Staphylococcus epidermidis (30%)
Streptococcus spp (12%)
10.3% Gram (-)
Enterobacteriaceae (3.4%)
Pseudomonas aeruginosa (2.5%)

Propionibacterium acnes 

Bacillus cereus

Candida sp.

ENDOFTALMITE



Associado a colonização intra-ocular do patógeno com espectro clínico 
variável, dependendo da sua virulência e da resposta imunológica.

Toxinas das bactérias (citolisina, hemolisina,..)
Mediadores inflamatórios  (TNF⍺, INTL 1-β,...)

Córnea
Inflamação uveal
Necrose retiniana 
Oclusões vasculares
Descolamento de retina...

ENDOFTALMITE



ENDOFTALMITE
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A)  DIAGNOSIS

Postoperative endophthalmitis is conventionally 
characterized as either acute, occurring within 6 weeks of 
cataract surgery or chronic, occurring after that period of 
time.

The majority of patients with acute postoperative 
endophthalmitis present within 1-2 weeks after surgery, 
with signs and symptoms of rapidly progressive 
intraocular inflammation. Time to presentation and clinical 
characteristics, according to the EVS10 and ESCRS1 studies, 
are described in Tables 16 and 17, respectively.

Two recent large series of acute endophthalmitis cases 
after cataract surgery describe substantially different 
mean times to presentation - 5 days [Pijl 2010] vs 13 days  
[Lalwani 2008]  - with the latter possibly reflecting an altered 
mechanism of onset associated with clear cornea surgery.

In the ESCRS Endophthalmitis study, proven 
endophthalmitis cases presented within a shorter period 
of time and most occurred in the study groups that did not 
receive cefuroxime; in the EVS study, 50% of cases due to 
other (other than CNS) Gram-positive and Gram-negative 
microbes appeared within the first two postoperative days. 

Pain, swollen eyelids and media haze were associated 
with proven cases in the ESCRS study. In the EVS study, 
where retinal vessels could be seen at presentation, 
two-thirds of cases showed equivocal or no growth and 
no Gram-negative microbes were found on culture. EVS 
study eyes presenting with VA of light perception only, 
corneal-wound abnormalities and loss of red reflex were 
more likely to harbor Gram-negative or other Gram-positive 
microorganisms [Wisniewski 2000].

Acute infectious postoperative endophthalmitis is initially 
a clinical diagnosis, considered presumed until proven by 
positive gram stain, culture or PCR. If a patient presents 
with sudden decrease in visual acuity early after cataract 
surgery, often with pain and signs of diffuse intraocular 
inflammation (vitreous infiltration, hypopyon, red eye), 
infectious endophthalmitis should be suspected (see 
Section D - TASS versus infective endophthalmitis). B-scan 

ultrasonography can be a useful adjunct to confirm vitreous 
involvement and rule out complications such as retinal 
detachment, especially in an eye with opaque media.

While endophthalmitis should be confirmed with 
laboratory microbiology testing, once the clinical 
diagnosis of endophthalmitis is made, there is no time 
to waste. The clinician should proceed immediately to 

12 DIAGNOSIS AND TREATMENT OF ACUTE AND CHRONIC ENDOPHTHALMITIS 

Table 16.  Time to presentation of postoperative 
endophthalmitis

DAYS TO ONSET EVS ESCRS

1-3 24% 31%

4-7 37% 31%

8-14 17% 24%

>14 22% 14%

Adapted from reference 11 and Wisniewski 2000.

Table 17.  Presenting clinical characteristics of 
postoperative endophthalmitis

 EVS ESCRS

BLURRED VISION 94 % 92.9%

PAIN 74 % 79%

SWOLLEN EYELIDS 34 % 46.25%

HYPOPYON 75-85 %* 72%

RED EYE 82 % **

MEDIA HAZE 79 % 63%

*75% in 854 screened patients with clinical diagnosis of endophthalmitis; 
85% in eligible patients. Other characteristics remained similar for both 
patient categories. ** Not evaluated as red eye.
Adapted from reference 11 and Wisniewski 2000

Acute endophthalmitis with hypopyon Chronic saccular endophthalmitis (Note whitish plaque)
Courtesy Dr Augusto Abreu

TASS
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1) COLIRIO de an-bió-co for-ficado

VANCOMICINA 25mg/mL 1/1h

AMICACINA 25mg/mL 1/1h, ou CEFTAZIDIME 50mg/mL 1/1h

2) Colírios de Acetato de Prednisolona 1% 3/3h

3) Colírio de Atropina 1% 8/8h

4) Moxifloxacina (Avalox®) 400mg VO 10 dias, ou Ga-floxacina (Tequin®) 
400mg VO 10 dias, ou Levofloxacina (Alevo®) 500mg VO 10dias

5) Punção intra-vítrea e an-bió-co intra-vítreo
(Contato prévio com laboratório para envio imediato das amostras coletadas)

6) Vitrectomia

7) Evisceração/Enucleação

ENDOFTALMITE



Catarata é a principal causa de cegueira no Brasil e no mundo (reversível)

O único tratamento que existe é o cirúrgico

O procedimento é muito seguro, rápido e eficaz 

Complicações graves como as endoftalmites não são comuns 

Aprimoramento cirúrgico, práticas de segurança, esterilização e desinfecção 
devem ser realizadas de forma incessante e com todo rigor necessário para o 
melhor exercício profissional

MENSAGEM FINAL 


